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For Distinguished Services to the 
Nursing Profession 


Miss SUSAN HAINES 0.B.E., R.R.C., nursing adviser 
to the Ministry of Health, Korea, attended the investiture 
at Buckingham Palace on March 14 to receive the honour 
awarded her last June. As chief nurse, United Nations 
Korea Reconstruction Agency, Miss Haines has been 
assisting since 1952 in re-establishing the nursing and 
midwifery services and the training of nurses and midwives. 
Progress in these fields had been spectacular, said Miss 
Haines, who was accompanied to Buckingham Palace by 
Miss Alice Sher of the International Council of Nurses and 
Miss Annie Pedersen of Denmark, one of the international 
nurses working with Miss Haines. Nurses from allover the 
world will add their good wishes to Miss Haines for she is, 
indeed, an international member of the profession. Follow- 
ing service as an Australian Army nurse she worked with 
UNRRA and was later chief nurse with the International 
Refugee Organization. She will be returning to her home 
in Tasmania from Geneva in May for 
the remainder of her leave. 


Memorial to 
Sir Alexander Fleming 


A BRONZE BusT of Sir Alexander 
Fleming was unveiled by his widow 
Lady Fleming, at a civic ceremony held 
at Chelsea Town Hall, on March 12 in 
which Sir Harry Platt, President of the 
Royal College of Surgeons, took part. 
The bust was formally presented to 
Chelsea Borough Council by Mr. John 
Rodgers, a director of Pfizer Ltd., anti- 
biotics producers, of Folkestone, who 
said that to the world at large Sir Alexan- 


der Fleming would forever be associated with the discovery 
of penicillin. Since that day in 1928 when Sir Alexander 
(then Dr.) Fleming first saw in a laboratory at St. Mary’s 
Hospital the annihilation of a bacterial colony by an in- 
vading penicillium spore, the progress of antibiotic research 
had made great strides; whereas penicillin was effective in 
some 25 diseases, there were today antibiotics we could 
treat over 100. 


Sir Cyril Norwood 


NEWS OF THE DEATH of Sir Cyril Norwood came with 
suddenness and we join in paying tribute to his grea twork 
for education. His distinguished career included the head- 
masterships of Marlborough and Harrow and in 1934 he 
became president of St. John’s College, Oxford, his old 
college. Upon the invitation of the Royal Collége of 
Nursing he served as the first chairman of the Advisory 
Board on Nursing Education, set up in 1944, holding that 
office for 10 years during which time he also became a 
vice-president of the College. His interest and faith in the 
College was unfailing. A measure of his work on behalf of 
education is in The Times obituary notice: 
“His voluntary duties outside Harrow 
became immense. Every important educa- 
tional body, including the Board of Educa- 
tion, sought his counsel. Scarcely a week 
passed by but he expounded his educational 
creed at some prizegiving, and he found 
time to preside over the headmasters’ con- 
ference, the investigation into the school 
certificate examinations, from which the 
famous ‘Norwood Report’ issued in 1943, 
and innumerable other committees.” 


Gullan Trophy Contest 


THE WESTMINSTER HospPiTaL team 
won the Marion Agnes Gullan Trophy this 
year. (Report and pictures later.) 
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WELFARE OF THE NEWBORN 


2—THE TREATMENT OF ASPHYXIA 


by Hilda Roberts, M.R.C.s., F.F.A.R.C.S., D.A., D.C.H, Honorary Research Assistant, 
Institute of Obstetrics and Gynaecology, Hammersmith Hospital. 


natorum, I would like to give the classification of 
this condition which I consider most satisfactory. It 


EFORE embarking on the treatment of asphyxia neéo- 
B is Flagg’s classification, and is divided into three 


Stages. 


Stage of depression: the baby does not breathe well; 
there is a tendency to duskiness or recurrent cyanosis; 
respirations are free but slow, and tend to be irregular. 

Stage of spasticity: irregular gasping or shallow 
respirations occur at long intervals, and there is marked 
cyanosis of the mucous membranes with blotching of the 
skin and general pallor; the baby’s gums close on the 
finger tip if the latter is introduced into the mouth; reflex 
reaction to suction of the pharynx usually occurs, such as 
movements of the face and extremities; if the pharynx is 
exposed. the pharyngeal’ reflex is active; some froth and 
fluid are present in the mouth and pharynx. 

Stage of flaccidity: respirations occur at long intervals 
or cannot be demonstrated at all; complete flaccidity of 
the musculature is noticed; the jaw is usually completely 
relaxed and the introduction of a laryngoscope is a simple 
matter; fluid is present in the hypopharynx; the apex 
beat may or may not be palpated. - 


Asphyxia Neonatorum 


If, despite all care and watchfulness, an infant is 
delivered in the state of asphyxia, what is the best 
approach to the treatment of this state? A point of 
primary importance is that all asphyxiated infants, 
whether severely affected or only mildly anoxic, should be 
handled with care. It is an easy step from mild to severe 
asphyxia, and mishandling may transfer an infant from 
the one category to the other. *Having observed and 
carried out all the preventive measures, the emergency 
has arrived and prompt action must be taken. It is 
extremely important to have all resuscitation equipment 
in absolute readiness, that is, all mechanical apparatus in 
working order, cylinders of oxygen satisfactorily filled, 
tubes clean and already attached to any fittings. There 
is nothing more frustrating than to be presented with 
incomplete and inefficient equipment in an emergency. 

The treatment of asphyxia neonatorum can be divided 
into three methods of approach: 

Aspiration of the upper respiratory passages. 

Maintenance of the circulation. 

Oxygenation. 

A detailed discussion of each treatment will give an idea 
of their value and help in applying them correctly and at 
the right time. 


Aspiration of the Respiratory Passage 

At the time of birth most infants will have some 
mucus in the mouth and throat. This may be easily 
thrown out by the child itself by coughing or sneezing. 
However, more often than not, it is necessary to remove 


it with the aid of some type of suction apparatus. It is 


important to appreciate that the mucus to be removed 


will be that lying in the mouth, nose, and upper pharynx. 
Aspiration of any of the deeper respiratory passages can 
only be done under direct vision and by a person used to 
handling a laryngoscope; but this procedure at the most, 
can only clear as far as the proximal part of the main 
bronchi. Drainage from the deeper tissues must be left 
to nature, but the process can be assisted by positioning 
the infant in the cot with the head end lower than the foot. 

Immediately after delivery the baby should be held 
up gently by the feet until the suction apparatus is 
introduced into its mouth. In this way the thinner mucus 
will drain out and the infant is less likely to draw any 
quantity into its lungs with its first breath or cry. The 
rubber-tipped end of the suction apparatus should be 
guided round the mouth and towards the back of the oral 
cavity by the little finger. I think it highly undesirable 
to push the sucker into the infant’s mouth and move it 
around blindly. Naturally the finger should be clean, even 
gloved if the aseptic conscience is so disturbed at the 
thought of introducing an uncovered finger into the 
infant’s mouth. When it is felt that as much mucus as 
possible has been removed from the mouth and pharynx, 
the child should be placed in a cot with a gentle head- 
down tilt. However, if the mucus is of the thick and 
sticky variety, it should be mopped out with small 
pledgets of lint wrapped around the little finger. The lint 
will do the job more effectively if it has been wrung out in 
a weak solution of sodium bicarbonate. Always remember 
to be gentle. 

On occasions the mucus continues to well up from thie 
lower part of the pharynx and even the most persistent 
suction applied to the mouth does not appear to clear the 
airway. If there is a doctor available, then this obstruction 
can be quickly cleared away by removing the mucus under 
direct vision with the aid of a laryngoscope. On the other 
hand if medical aid is not forthcoming in the immediate 
future, then the midwife must continue to treat the baby 
in the most effective way. Placing the infant in the cot in 
the head-down position will encourage the flow of mucus. 
out through the mouth. Constant clearing of the mouth 
will, although tedious, prove the answer to this problem. 

However, this excessive secretion does not often occur 
alone, but is usually accompanied by some signs of 
asphyxia, and the problem is not the simple one of how to 
get rid of the mucus, but usually entails other measures of 
resuscitation. Here I would like to emphasize the great 
importance of clearing the airway whatever the condition 
of the infant; this is the primary job. It is useless to 
expect the infant to breathe in extra supplies of oxygen 
when its airway is not clear; indeed it is more than useless, 
it is dangerous. So the clearing of the upper airway is of 
first importance—but this does not mean that the mid- 
wife can tarry over this manoeuvre. Time should not be 
lost if the baby shows signs of needing further treatment 
for asphyxia. 

There are several types of suction, varying from the 
simple glass mouth suction apparatus to the more com- 
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icated and controlled electrical appliance. I have a 
ference for the latter probably because of its impersonal 
method of approach. However, the midwife cannot carry 
around large electrical apparatus, and the glass sucker is 
her most effective approach to this problem. 


Maintenance of the Circulation 


| There are two methods of stimulating and maintaining 
the circulation: 

(a) Mechanical stimulation. 

(b) By the injection of stimulant drugs. 

It is obvious that the condition of the circulation is of 
" paramount importance. As long as there is the faintest 
of apex beats in an asphyxiated newborn infant there is 
hope of survival. Provided the heart action can be main- 
tained until respiration has assumed its function, the 
resulting oxygenation of the blood will help to stimulate 
the heart action. Therefore the important thing is to 
stimulate the cardiovascular system artificially until 
normal control is established. 


Mechanical Stimulation 

In the course of investigations into the value of 
various methods of artificial respiration, physiologists and 
clinicians found that the method of rocking the patient 
was superior to other methods employed. This technique 
was introduced by Dr. Eve in 1947 for the resuscitation of 
adults. During their experiments two American workers 
showed that as much as 500 cc. of blood could be moved 
from the thorax to the lower parts of the body of an adult 
by tilting. This shift occurs very quickly in the head-down 
position, but considerably slower when the head is raised. 
This is due apparently to the time taken to fill the veins of 
the abdomen and the lower extremities. If this method, 
as pointed out by Killich and Eve, produces an artificial 
circulation as well as an adequate ventilation of the lungs, 
it must be said that it comes very close to being the ideal 
method of resuscitation. Another statement made by Eve 
in conjunction with Forsyth is that the main aim of 
resuscitation is “‘to restore the circulation and the 
respiratory will restore itself ’’. 

Dr. Forsyth applied the principle of rocking to new- 
born infants suffering from asphyxia, and noticed that 
in a considerable proportion a change in colour to pink 
occurred before the first gasp. Eve deduced from this 
observation that the lungs, unexpanded at first, may 
supply only a modicum of oxygen, but apparently it is 
enough for the modest demands of the nerve cells, provided 
their blood is renewed by a ‘ circulation’. Stagnation is 
quickly fatal and is aggravated by an accumulation of 
carbon dioxide. Dr. Forsyth used to rock these infants 
before the fire, swaying his body through some 40 to 70 
degrees each way. 

If we apply this technique for the treatment of 
asphyxia neonatorum, it is obvious that the effect 
produced on the circulation and respiration will be the 
desired one. However, this rocking method will not 
produce results after a few rocks: in the average case of 
asphyxia the infant may not respond until after three or 
more minutes. The infant can be rocked in the arms, or on 
a tray pivoted on the back of a chair. The latter requires 
an extra pair of hands to steady the baby. The infant 
should not be tilted too quickly; about 12 times per 
minute is about the best rate. A less tiring method to the 
midwife is to put the child into a mechanical rocker, and 
if the rocking is augmented by oxygenation its value is 
increased. A rocker (see Fig. 1) specially designed for the 
purpose was introduced into the labour ward of my own 
hospital more than seven years ago. Since its introduction 
it has proved more than satisfactory, and has been much 
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used by midwives and by doctors. Although the apparatus 
is worked mechanically, it is very simple to handle. 


Stimulation by Drugs 

Stimulant drugs have been widely used for many 
years, but too often without the full understanding of 
their dangers. They are mostly analeptics, that is to say 
drugs which stimulate the respiratory centre in the 
medulla; but they can, unless given with care regarding 
dosage, produce convulsions. In my opinion these 
stimulants should be given only when other more physio- 
logical methods have failed. It is highly undesirable to 
administer a stimulant drug before having cleared out the 
infant’s air passages properly—one quick gasp by the 
infant and mucus is drawn into the alveoli with unfortun- 
ate consequences. Some of the analeptic drugs used are: 
Coramine or nikethamide, 4 to 1 cc.; Cardiazol, 3 cc. or 
0.3 g.; lobeline, gr. 4. 


Oxygenation 


If the infant is not breathing efficiently at birth, that 
is to say in a manner not likely to supply sufficient oxygen 
for the needs of its body, then the amount of oxygen in the 
inspired air must be increased. Oxygen is the thing it 
needs, not carbon dioxide, at this particular moment. To 
emphasize this point, I will quote Sir Joseph Barcroft: 

“ Remembering that the newborn foetus has had no 
respiratory exchange for some time and it is therefore 
_ overloaded with carbonic acid, I can see little point in 
adding that gas to the oxygen at this stage; although‘a 
certain mixture of nitrogen may be desirable to prevent 
the lungs collapsing completely, should the interval 


Fig. 1. The Roberts-Talley Rocker. A -control knob for rocking 
mechanism 


B-suction control; C - by-pass for extra oxygen, 


D- suction reservoir, 
All illustrations repro- 
duced from Dr. Roberts’ 
8 fer Midwives 
of mand S. Livingstone, 
Edinburgh. 
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between the gasps be long enough for the complete 
absorption of the oxygen inhaled. At a later stage, 
when the respiratory rhythm has been established, 
carbon dioxide is desirable.” 
Having decided to give the infant oxygen, what is the 
most efficient method to employ ? This undoubtedly will 
depend on the supplies available, the apparatus, and the 
ability of the operator. I do not intend to discuss all the 
methods of delivering oxygen to an asphyxiated infant, 
but will describe the ones I consider most efficient. 
; 1. A simple device, and what appears to me a very 
practical method, has been devised by Dr. Y. Akerren of 
Sweden. He has founded the principle of the method on 
the work and observations of Barcroft, who discovered 
that a stream (not a trickle) of oxygen via a rubber tube 
on the nose and mouth of foetal lambs stimulated the 
trigeminal nerve, causing inspiration. It is important to 
appreciate that the stimulus should be powerful enough 
without producing damage. If respirations are stimulated 
by the impact of the oxygen stream then the first few 
inhalations will contain a high proportion of oxygen. 
Barcroft stated that he occasionally achieved ‘ dramatic 
success *. Dr. Akerren says that oxygen administered by 
a mask or oxygen chamber has only slight efficiency if 
complete apnoea is present, and he recommends the 
following technique. 

A funnel made of either glass or plastic material is 
shaped to fit over an infant’s face (see Fig. 2). Through 
the shaft of the 
funnel a fairly - 
stiff tube is in- 
troduced. This 
tube must fill 
theentirelumen 
of the shaft, but 
at the same 
time must be 
movable, so 
that it (the 
tube) can be 
advanced towards the infant’s upper lip. The funnel is 
placed over the infant’s face and the protruding end of the 
tube is directed towards the baby’s upper lip. The oxygen 
is turned on to 3 to 4 litres a minute. The stimulation may 
produce a sudden inspiration, and indeed, sometimes the 
infant may exhibit defensive movements. If there is no 
response a greater flow may be used, but much care must 
be employed not to cause trauma of the tissues. 

Dr. Akerren states that such administration of oxygen 
is valuable in attacks of apnoea in premature infants, and 
it appears that in these babies only a few jets suffice to 
establish breathing again. The nursing staff in his 
premature baby unit have found this method simple and 
effective. He does not consider that the risk of producing 
retrolental fibroplasia is at all likely since the administra- 
tion extends over such a short period. In infants who do 
not respond to painful stimuli it appears that an excit- 
ability is nearly always maintained in the region of the 
trigeminal nerve. Akerren proposes as a name for this 
response the ‘ trigeminal blowing reflex ’. 

2. A method I have supported for many years is that 
of administering oxygen by means of a face-piece attached 
to a small reservoir bag. The mask is of a size suitable to 
cover the face of a newborn infant and the bag similar to 
that used on a B.L.B. mask. The oxygen is led into the 
bag through a tube attached to the lower end. A gentle 
pressure on the bag drives the oxygen into the infant’s nose 
and mouth and finds its way into the air passages, mainly 
the upper ones. Force should not be used as it is doubtful 
whether such a method could drive the oxygen into the 


Fig. 2. The app- 
avatus devised to 
stimulate the ‘tri- 
geminal blowing 
vefiex’ . 
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lower tissues of the respiratory tracts. The main idea of 
this technique is that when the infant’ takes its first 
inspirations it will already have oxygen in its upper 
respiratory passages waiting to be drawn into the deeper 
respiratory tissues. 


Intra-gastric Oxygen 
Another method devised by Dr. Akerren is that of 
intra-gastric oxygen, which has been extensively employed 
since its inception. He maintains that more oxygen is 
absorbed through the extensive stretch of mucous mem- ~ 


brane lining the stomach and small intestine than 


through that of the unexpanded lungs. This statement 
is often disputed. The method used is as follows. Two 
No. 10 nylon catheters are introduced into the stomach; 
the external end of one is attached to a source of oxygen 
and whe other lies under water acting as a safety valve. 
The oxygen is run in, slowly at first, at 1-2 litres per 
minute, and if it is seen that there is no undue distension 
of the abdomen the rate is quickened to 3 to 4 litres per 
minute. Some infants were screened during the process, 
and in these cases it was seen that the oxygen reached the 
termination of the small] intestine in not more than 15 
seconds. It is important to remember that before this 
method is employed the stomach contents should be with- 
drawn with the aid of a catheter (No. 10) and a syringe. 
This treatment may in itself stimulate respiration. 

A most effective method of delivering oxygen to an 
infant suffering from asphyxia neonatorum is by introduc- 
tion of the gas into the larynx itself. Naturally this is a 
technique needing skill and the knowledge of how to use a 
laryngoscope. A high proportion of infants will respond 
to this treatment ; however, since it does not fall within the 
scope of the midwife’s activities I will not discuss it in 
detail. 

If it is desirable to continue oxygen therapy then an 
oxygen cot is needed. However, do remember that an 
infant does not require more than 30 per cent. oxygen in 
the respiration of air plus oxygen mixture. There is a 
special apparatus which enables the nurse in charge to 
check the oxygen concentration very quickly and very 
simply. (Fig. 3.) 

Oxygen should in practically all methods be bubbled 
through water so that the infant’s air passages are not 
irritated by the dry gas. 


Phrenic Nerve Stimulation 


The phrenic nerve stimulation method of starting 
respiration first used in 1783 by Hufeland, was modern- 
ized by Cross (St. Mary’s Hospital) and published in the 
British Medical Journal in 1951. When an electrical current 
is applied over the course of the phrenic nerve, the dia- 
phragm on the side stimulated contracts as in ordinary 
respiration. The technique of applying the treatment 
is as follows. 

The infant is placed on its back lying on a flat metal 
electrode covered with a layer of lint soaked in saline. A 
small silver-plated knob-like electrode (also covered with 
a saline soaked lint) is held over the region of the phrenic 
nerve. The position recommended is, with the infant's 
head turned to the side, a point is found just posterior to 
the sterno-mastoid muscle at the junction of its middle, 
lower thirds. The current is applied intermittently. A 
special apparatus is made for the application of this method 
of resuscitation, and although an easy device to work, the 
case needs careful assessment, and the administration 
requires skill. 

Before I finish I must say something about the 
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Right ; Go Cuygsnaive analyser, 


temperatures to which an asphyxiated baby is so often 
subjected. 

It has been accepted by most people for a long 
time that these infants must be kept warm at all costs. 
Consequently they have been placed in heated cots and 


exposed to some fairly high temperatures. I do not wish 


to introduce revolutionary ideas into the practice of mid- 
wifery, at least not until such things have been proved 
sound beyond all doubt, but there are many people who 
question the value of heating these babies. In fact the 
antagonists to heat therapy say it is harmful to an 
asphyxiated infant to raise its temperature. If one looks 


at it from a physiological point of view, this is quite true. 


If the body temperature is raised, the basal metabolic rate 
is usually raised as a matter of course. A raised metabolic 
rate calls for more oxygen. The asphyxiated infant is 
already denied oxygen sufficient for its needs and therefore 
cannot satisfy the extra demand. In this way, say the 
opponents of heat, permanent damage to important cereb- 
ral cells may be caused. I will not go as far as to tell you to 
put the unfortunate infants in the ice-box, but at least do 
not ‘heat them up ‘until they are capable of taking in enough 
oxygen to cope with any rise in metabolic rate. Once 
respiration is well established the infant will adjust itself 
to any reasonable temperature, that is, 76°-78F°. 


Reviews 


The Midwife’s Textbook*of the Principles and 
Practice“ of Midwifery 


M.D., LL.D., F.R.C.S.E., R.C.P.E., F.R.C.0O.G., 
F.R.S.E. Revised in collaboration with W.I. C. Morris, 
M.B., F.R.C.S.E., F.R.C.0.G. (Adam and Charles Black, 
4, 5 and 6, Soho Square, London, W.1, 21s.) 

The appearance of another edition of R. W. John- 
stone’s textbook is always a welcome event, and one 
feels happy that such eminent obstetricians are ready to 
assist and advise our profession from their vast store of 
experience and knowledge. In this seventh edition there 
are few major changes in the text. The chapter on the 
newborn baby has, however, been revised appreciably 
by Professor J. L. Henderson of the University of St. 
Andrews, while the material dealing with breast feeding 
and care of the breasts in the antenatal period is that 
recommended so successfully by the late Dr. Harold 
Waller of Woolwich. 

The antenatal advice given is good and detailed, 
although one doubts the wisdom of the use of the word 


“fixed ’ in referring to the foetal head since it appears 


to cause such confusion in the minds of pupil midwives. 
The statement that the midwife should “herself by 
observation ”’ be able to recognize the onset of the second 
stage of labour “ without having to resort to a vaginal 
examination ”’ is to be highly commended. One so often 
finds that midwives tend to perform a vaginal examina- 
tion to confirm full dilatation. Although one fully 
appreciates that at times it may be desirable to do so, 
in the vast majority of cases observation of the patient’s 


seventh edition).—by R. W. Johnstone, C.B.E., M.A. 


behaviour will tell all that is needed, 

The points listed to be remembered on delivery of 
the head are also worthy of careful study and should be 
offconsiderable help to pupil midwives. The management 
of the third stage is sound, although one feels that the 
chapter on postpartum haemorrhage is rather unneces- 
sarily complicated, and it is doubtful if many will agree 
with the midwife attempting a Credé’s expression of 
placenta, or that she should undertake a manual 
in preference to the giving of ergometrine. 

The statement that a midwife should call medical 
aid if the patient’s temperature reaches 100.4°F. “ on 
two occasions” is misleading although it is corrected on 
the following page to “ any case where the temperature 
reaches 100.4 on amy occasion within 14 days of child- 
birth or miscarriage 

It is also surprising to note that: (1) in the author's 
experience “the commonest cause of conjunctivitis, 
whether acute or mild, in the first day or two of life is 
silver nitrate introduced prophylactically after birth ”’; 
(2) quinine is still advocated’ for induction of labour 
even in the absence of foetal death; (3) castor oil 
is still given on the second day of the puerperium. 

In spite of these rather controversial points the book 
will prove interesting and helpful to the midwife. 

i are adequate, clear and commendably simple. 
The type is clear, and the whole book well set out and 
very readable. The binding is hard-wearing and of 
serviceable colour and it is reasonably certain that this 
old favourite with both midwives and pupils will 
retain its long enjoyed popularity. 

D. M. C., S.R.N., S.C.M., M.T.D. 


Books Received 


Chest Clinic Design. Report of the National Association for 
the Prevention of Tuberculosis Architectural Committee. 
(National Association for the Prevention of Tuberculosis 
12s, 6d.) 
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HOLLAND-—ITS LAND AND ITS PEOPLE | 


An Account of the Social Services S$ tudy Group 


at the British Social Biology Council Summer School 


by Agnes I. C. Bone, Principal Sister Tutor, Seafield Sick Children’s Hospital, Ayr. 


EACHERS, hospital and public health nurses and 

social workers met in London on August 15 last year 

at the beginning of the British Social Biology Coun- 

cil Summer School on Holland, its Land and its 
People. Miss D. L. Holland, sister tutor, Guy’s Hospital, 
and Mr. R. Weatherall, M.A., Dip. Agric., educational 
secretary, British Social Biology Council in London were 
the group leaders. The party of 52 set off via Harwich and 
The Hook for Utrecht. 

For one who had travelled from Scotland, the flatness 
of the country was a most striking first impression. The 
fertile land divided by the endless channels of water, the 
many fine herds of Friesians, the picturesque windmills 
and houses, and the lovely flowers, formed the picture 
which was to become very familiar during the next two 
weeks. 

As the electric train took us past the outskirts of 
Rotterdam, one became aware of the extensive rebuilding 
as the skyline was interrupted by the many blocks of flats 
—all with their washings hanging still in the windless early 
evening. It was Monday! 

A rather tired party ultimately arrived at Eijkmanhuis, 
which is situated in a wooded campus on the edge of the 
attractive little village of Driebergen. A welcome and a 
meal awaited our arrival. Eijkmanhuis is built in De 
Horst, a beautiful estate which was bought as a centre for 
social workers to prepare young church workers in the way 
in which they can help to bring the church nearer to the 
people. 

The sun was out to greet us early on Tuesday, and it 
was to remain our constant companion for the next two 
weeks. After breakfast, the private bus arrived to pick us 
up. Our iirst journey took us via the dual carriage- 
way road to Scheveningen, the Hague, for the intro- 
ductory talk on ‘ Public Health, especially Pre-natal and 
Postnatal Care’, by Dr. D. C. Banning, chief medical 
officer of health, Netherlands. Dr. Banning is a spirited 
and stimulating lecturer and through our first lecture from 
him, and his previous papers on the subject, we were 
introduced to the public health services in Holland. 


Denominational Social Services 


The aims of the public health services are the same as 
in our own country, but the administration is so different, 
and not a little difficult to grasp; one major difference 
which is interesting, is that the Ministry of Health is a 


.branch of the Ministry of Social Affairs. “‘ In the Nether- 


lands it is a tradition that social and educational work, 
which is so closely linked with spiritual belief and views of 
life, should primarily be the concern of the group having 
the same religious beliefs as the people to be assisted. 


' Public authority is only called in to help when for some 


reason the group falls short in providing the help. Asa 
result, there is a situation peculiar to Holland of the social 
services being mainly split up on denominational lines. 


The health work is done by voluntary organizations of a - 


particular religious belief, under the supervision of the 
government.”’ 

The Accident Law of 1901 was one of the first acts 
relating to public health. Under it every employee ina 
factory is insured against accidents occurring during 
working time; this includes poisoning and occupational 
diseases such as dermatitis and even tuberculosis. During 
illness he gets free medical care and hospital services. 
The employee gets 80 per cent. of his weekly income for 
six weeks and 70 per cent. as long as he remains unfit for 
work. In 1913 the Sickness Law was passed which was 
applied to all employees with a salary of up to £530 per 
annum. Then came the Sickness Fund which provided 
wider medica] care. The Sickness Fund was operated on 
a voluntary basis. The worker paid a weekly sum to his 
family doctor and in return received medical care for his 
family and himself. The doctor’s wife administered the 
fund. The Dutch had reviewed their insurance system 
before 1941 and had prepared changes. However, the 
occupying authorities brought pressure to bear on the 
changes being put into effect. As a result, the Sickness 
Fund Decree 1941 brought into being a compulsory 
system of medical insurance for all workers with less than 
6,000 guilden. This system now operates in Holland and 
70 per cent. of all Dutch people are insured. Every 
employee with an income up to £530 per annum must be 
a member of a Sick Fund, and the fund is controlled by the 
government. The premium is 4 per cent. of the employee's 
wages, half of which is paid for by himself, and the other 
half by the employer. This gives the employee and his 
family medical services from his general practitioner, 
consultant service and free medicine; if necessary, free 
medical and surgical appliances ; free treatment in hospital 
for six weeks, and in a chest hospital for two years; free 
midwifery help from a midwife and a cash allowance of 
£5 10s. for a midwifery housekeeper aid. 


State Public Health Service 


The Public Health Act was passed in 1919 in Holland, 
and on it are based the responsibility and scope of the state 
public health officer or medical inspector of public health. 
The medical officer and his staff have as their tasks the 
supervision of the prevention of tuberculosis, control of 
communicable diseases, venereal disease and all quarantine 
measures. The chief medical officer is directly responsible 
to the Minister of Social Affairs, and in turn, he advises the 
government on the Minister’s request. But the medical 
officer also has the right to give advice which is not sought. 
There are 12 departments in the chief medical officer's 
bureau, the directors of nine being doctor specialists in 
their own field, one nurse, a dentist and a statistician. 
The departments include the Department of Maternity 
and Child Health and the Department of Mental Health. 
Over the country there are nine medical inspectors of 
public health who are responsible for the public health 
matters in their areas. The medical officer acts as a liaison 
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officer between the government and the many volun 
social service organizations working in the public health 
field. He advises on the steps being taken in thé battle 

inst infection and he is responsible for the medical and 
child health in his area. In all that the medical officer 
does, he is greatly dependent on the assistance of the 
Netherlands private enterprise. 


Private Enterprise 


The administration of public health is in the main in 
the hands of the voluntary societies. 

1. The Neutral Cross Society or Green Cross is the 
oldest. 

2. The Yellow-White Cross Society, a Roman Catholic 
society. 

3. The Orange-Green Cross, a Calvinist society. 

“ The support of the Cross Societies is evident by the 
membership, approximately 4,000,000 member families 
belong to the Neutral Green Cross Society. 

The total family membership of the Roman Catholic 
Cross Society is 2.17 million, and the Calvinistic Society 
has one million members. A little less than two-thirds of 
the total population in Holland are members of their Cross 
Society.” 

Religion has divided Holland into three camps for the 
implementation of the health laws. There are many 
associations working in the public health field, but perhaps 
one might consider three main ones which are known as 
Cross Association Societies. 

In Holland it is considered important to encourage 
the people to help themselves and the Cross Societies’ 
administration is an excellent example of how this can be 
done in the field of health. In the various rural areas a 
committee elected by the people in the area is responsible 
for providing antenatal and postnatal clinics, domiciliary 
visits and home nursing, steps for the control of infection, 
and the services of a public health nurse. All the work is 
supervised by the medica] officer of the area and subsidies 
for building and salaries are provided by the government. 

Eighty years ago in Holland there was a very severe 
epidemic of typhoid fever; the doctors seemed unable to 
control the epidemic and the people were very afraid. In 
one particularly badly affected village, the people met 
together to discuss the situation. As a result of the meet- 
ing it was decided that a skilled nurse was needed to nurse 
the typhoid patients in their own homes. A nurse was 
appointed immediately and the first ‘ Local Green Cross 
Society Association ’ was founded. “ The cross is the sign 
of humanity and green is the colour of hope, and so the 
first public health nurse was given as her emblem a green 
coloured brooch in the shape of a cross.’’ The Green Cross 
Society had as its first aim the provision of adequate home 
nursing of typhoid fever patients. The nurse’s work in 
time increased to include home bedside nursing of the 
families in her village and the teaching of prevention of 
illness to the people of her area. The Cross Societies’ 
example rapidly spread over Holland and now the govern- 
ment provides all the support it can to the board of the 
Cross Societies. Yearly subsidies are provided by the 
government and the inspector of public health gives his 
help and supervision to the boards of private enterprise. 


Prevention of Tuberculosis 


The Cross Societies battle against tuberculosis. There 
are 43 tuberculosis districts in Holland. In each district 
there is a tuberculosis clinic staffed by full-time medical 
and nursing staff. Patients are referred to the clinic by 
their own doctor and full investigations are carried out. 
Nurses encourage contacts to come to the clinic for 


investigation. The results of the patient’s examinations 
are sent to his own doctor, and if nec , the patient 
may be nursed at home or in hospital. If he is to be nursed 
at home, the patient comes under the supervision of the 
tuberculosis services. The combined work of the govern- 
ment and private enterprise in Holland has reduced the 
tuberculosis mortality rate from 19.0 in 1950 to 7.5 in 1954 
(per 100,000 inhabitants).* 

In the maternity and child welfare field the Cross 


' Societies are very active. There are 1,500 baby clinics 


which are used by approximately 65 per cent. of the 
population. At the clinic the district paediatrician and 
nurse examine the babies and give advice and their 
organization is supervised by the public health officer. 


Cross Society Nurse 


The tasks of the Cross Society nurse have increased as 
the years have gone past. She now hasas her responsibility 
prevention of illness by health education and bedside 
nursing. To prepare herself for her nursing and social 
service duties the nurse must undergo a three years’ 
training in a general hospital, followed by six months in a 
paediatric hospital, which is not compulsory but is advised. 
A further compulsory 11 months are spent in an obstetric 
hospital. But before a. nurse can be appointed as a Cross 
Society health visitor or district nurse she must spend a 
further 11 months taking the course in social and pre- 
ventive medicine. The health visitor or district nurse 
course is divided between six months of theory and five 
months’ practice. Following this training the nurse is 
entitled to wear a Green Cross brooch and can be appointed 
as a district nurse by a local authority in a city, or by a 
Cross Society in the rural district. The nurse Jives in a 
Cross Society building or health centre in her district. In 
this building she has a living-room, bedroom, guest room, 
kitchen, toilet and shower. In a separate part of the 
building is the working part of the centre, consisting of a 
waiting-room, lecture room for mothercraft classes, a 
dressing-room for the babies, and consulting-room. In 
this centre, the nurse can be a real health educator and a 
friend of the families in her area, and from the centre she 
goes out to her domiciliary visits. In a separate part of 
the building is a commodious store where the Cross Society 
nursing equipment (which may be lent out) is stored. The 
equipment includes beds, linen, scales, bed-pans, therm- 
ometers, invalid chairs and small wooden houses to be 
erected in the garden for the tuberculosis patient who is 
awaiting admission to hospital. 


Maternity Home Help 


In Holland 80 per cent. of deliveries take place at 
home, and so there is a great need for help from one able 
to take over the mother’s responsibilities while she is un- 
able to do so. Girls with only a primary school education 
and a desire to help the Dutch mother can undergo a 15 
months’ training at a maternity home help centre created 
by the Cross Societies to prepare them for the government's 
maternity home help examination. Having taken the 
official examination, the home help is able to nurse and 
tend the lying-in woman and her baby, and take over the 
housekeeping in the home, thus relieving the mother of her 
home responsibilites. 

The maternity home help course is divided into six 
months’ theory and 11 months’ practice. In the theoretical 
training, general education and methods for improving 
living standards receive attention. Lectures on maternity 
aid, anatomy and physiology, prevention of infection 


* Respiratory tuberculosis. Death-vate per 100,000: 1947— 
England and Wales 47.3; Scotland 66. 1954—England and Wales 
17; Scotland 20. 
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and infant feeding are given at the training centre by 
paediatricians and gynaecologists. The Cross Society 
nurse is the director of the training centre and she is 
responsible for the pupil’s training. The pupil does 
practical training in an obstetrical ward with a qualified 
nurse, or she may work in the homes in her district under 
the supervision of her district nurse. 

After her training, the maternity home help wears a 
brown uniform with a white apron and has an official 
badge. She remains attached to her own training centre 
and goes from it to the homes, where she will work from 
8 a.m. to7 p.m. The maternity home help has become a 
very popular member of the Cross Society staff. In 1943 
there were 50 training centres; in 1955 there were 150 
centres ‘with 3,100 qualified home helps and 1,500 pupils. 

The Netherlands are proud of their low infant 
mortality rate—in 1950 it was 25.1 per 1,000 live births 
and in 1954, 21.1*— and not a little credit goes to the hard- 
- working maternity home help. By her example of orderli- 
ness, cleanliness and hand-washing, the young lady in the 
brown uniform helps to disseminate health education in 
the homes she visits. 

With this picture of the public health service and 
mother and baby care in Holland in our minds, we visited 
an urban child welfare centre and toddlers nursery in a 
working-class district in North Amsterdam. Another day 
we went to Tain and there saw a tuberculosis clinic and 
rural health centre. A brief lecture, demonstrated by 
most convincing flannelgraphs, was delivered as an 
example of the health education of children in a rural 
primary school. At the tuberculosis dispensary, Dr. 
Bonnet received us and talked on combating tuberculosis 
and rheumatism. Miss A. B. van Leeuwen, superintendent 
ef district public health nurses for maternity and child 
care, and Mrs. Laponder-Postel, district public health 
nurse, gave talks on the educational work among mothers 
and children. The health centre at Tain is unique in 
being a combined Green and White-Yellow Cross Centre, 
and here we met the religious nursing. order sisters of the 
White-Yellow Cross. 


Mental Health in Holland 


Professor A. Querido, M.D., professor of social medicine, 
director of public health of the City of Amsterdam and 
president of the National Federation of Mental Health, 
with his staff received our party, and by lecture and 
discussion conveyed a picture of mental hygiene work in 
the Netherlands. One is greatly impressed by the provision 
in Holland of the consultation bureau where a psychiatrist 
and nurse social worker are engaged on preventive care 
and the after-care of patients who have been in hospital. 
Child guidance clinics have been operating since 1928. In 
1906 the first observation home for the study of young 
delinquents was opened. Much is done in Holland to 
combat alcoholism, and 1909 saw the first centre for the 
treatment of alcoholics opened. 

It is interesting to learn that the first professor of 
psychiatry was nominated in 1896; university courses in 
psychiatry are over 100 years old and psychiatry is a 
compulsory subject in main medical examinations. 
Consultants in psychiatry must have undertaken a four- 
year postgraduate course. 

We visited a village community for antisocial families 
situated on the outskirts of Rotterdam and consisting of 
temporary and one-storey houses. The community has 
its own health centre equipped with recreation hall, lecture 
demonstration rooms, classrooms. occupational therapy 
rooms, and gardens with flowerbeds, rabbits and chickens. 
In this centre, families are helped to want and seek a 


© Infant mortality in England and Wales was 30 in 1950; 26 
i 1954; in Scotland it was 39 in 1950, 31 in 1954. 
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higher standard of living. 

On another day Dr. A. P. J. Meuknecht received the 
party at the Paedological Institute at Nijmegen, and 
explained the work being done to help children with 
educational difficulties. 

A short walk took us to St. Maarten’s Clinic for 
physically handicapped and rheumatic children. Here 
Dr. G. Bar was our host, and introduced us to the work of 
the clinic, and particulgrly to a group of very happy young 


limbless boys and girls, handicapped as a result of war. 


In a spacious gymnasium the young people were being 
taught to balance and to use their artificial limbs. 


In the afternoon of the same day the party visited the 
university at Nijmegen, new, large and beautifully 
appointed, as is the university clinic for sick children 
where Dr. Schladgan received us and talked on child care. 

On a visit to University Hospital, Leyden, Dr, 
Schouten lectured on the mental hygiene of children 
admitted to hospital. Dr. Schouten stressed the “ need 
for handling children admitted to hospital in the best way 
to do least harm”. This, he felt, was achieved by a 
knowledge of child psychology, visits from parents, getting 
the child up early, and by ‘ cathartic’ play— that is, by 
playing with water, sand, paint and clay, the child’s 
disturbed emotions could be given an outlet. 

Situated in a beautiful wooded area on the outskirts 
of Hilversum, and near a swimming pool, is the residential 
centre for asthmatic children. Here Dr. J. Schook, 
director of the centre, received us and by lecture and 
discussion and a visit round the centre introduced us to 
the work being done. The aim is to help the asthmatic 
child to control his asthma rather than the asthma control 
the child. The centre is a residential one, and from it the 
children go out daily to school in Hilversum. 


School for Midwives, Amsterdam 


Dr. G. J. Kloosterman received the study group at the 
school for midwives in Amsterdam, and in his very lucid 
and stimulating lecture gave us a clear picture of the 
training of midwives in Holland. The training lasts for 
three years and is undertaken at one of the three schools in 
Hollangs. At the end of her training the Dutch midwife 
is really an ‘ obstetrical doctor’. She can conduct the 
antenatal supervision of her patient, and can manage the 
delivery if everything is going spontaneously. But the 
midwife does not do nursing. The nursing is done by the 
maternity home help. Forty-five per cent. of all deliveries 
in- Holland are done by midwives and the birth rate is 
recorded as the highest in Western Europe. The rate in 
1950 was 22.7; in 1954 21.6.* 

This very full programme took us to many parts of 


Holland, and presented the opportunity to observe the 


buildings and ways of the people as we passed through the 
countryside and towns. However, our programme was so 
arranged as to leave time when visits to shops, churches, 
the Frans Hals Museum, the Rijks Museum, Amsterdam, 
and the Van Gogh Museum at Arnhem, could be under- 
taken. The beautifully kept cemetery at Arnhem served 
to remind us of the youth of the men who had gone to the 
assistance of our allies. 

The impression one brings back from Holland is of a 
clean, hard-working people who make use of every acre of 
ground in their small country. The hospitality extended 
to us so generously on all our visits leaves a lasting 
impression of graciousness and kindness. 


_ [I wish to acknowledge the assistance I have had im 
preparing this account, from lecture material and literature 
given to us by Dr. D. C. Banning and Professor A. Querido.| 


* Live births per 1,000 inhabitants: 1954— England and Wales 
15.2, Scotland 18. 
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N the admission of a maternity patient in our 

small hospital the complete routime centred 

round her. If I was called away to attend to 

another patient, the hospital was so small the 
mother could always hear where I was and what I was 
doing. The other patients could also hear the mother, of 
course. However, most of our mothers were quiet, unless 
they were under an anaesthetic. As for any other patients 
we might have, although they could only be said to receive 
attention between childbirth pains, never once did one of 
them complain. They realized that this was one of the 
major events of life and all else must stand aside. Many 
a male patient had his education broadened to a consider- 
able extent. I think it did them good. 

No matter at what time the patient was admitted, it 
seemed to me that delivery invariably took place in the 
small hours of the morning. 

Apart from the nursing care of the patient, there were 
necessary adjustments to be made in the hospital. The 
cribs of any newborns had to be moved from the nursery 
to the dining-room and the erstwhile nursery had to be set 
up as a delivery room. Since we used ether, we dared not 
run the risk of having an oil lamp with an open flame in 
the same room; thus one of my tasks was to set up an 
electric light fed by a battery. 


/ 


When the patient was nearly ready for delivery, I 
would telephone to the doctor. Even though usually at 
night, the number of clicks indicating listeners on the line 
was astronomical; birth, like death, is always news. By 
the grape-vine they knew, of course, who was in labour 
and how long she had been in that condition. I know I 
disappointed them by merely saying: ‘ Doctor, please 
come to the hospital right away.” 

One woman complained bitterly about these cryptic 
messages of mine. “ I’m sure I don’t know how the doctor 
gets along with that nurse. She never tells him anything 
over the phone ! ” 

Having contacted the doctor, I would load the poor 
woman on to our supremely uncomfortable stretcher and 
head for the case room. 

Despite our handicaps, I was proud of our sterilizing 
techniques during delivery. Every possible precaution 
was taken to safeguard the mother. In my opinion, 
expensive gadgets can help to maintain technique; but a 
good conscience is more important. 

Dr. Jones was a patient and kindly obstetrician, 
meticulous in technique. I do feel that our mothers in 
labour felt none of the strangeness a novice is apt to feel 
in a large institution. They knew both of us before they 
were admitted, and we knew them and their family. We 
were even able to call our patients by their Christian 
names. This is a small thing, but a tremendous aid to co- 
operation. The whole procedure was more after the 
fashion of a streamlined home confinement. 

Experience and advancing years may eventually 
produce a blasé attitude towards many things, but I am 


MIP on the SNOW 


Serial version of the book by MARY E. HOPE, 
published by Angus and Robertson. 


sure that I shall never fail to feel a thrill of wonder at 
birth. For a second or two the limp form, scarcely human, 
lies on the delivery table, and then with a sudden cry 
becomes a human being—a lusty, howling baby. It is the 
miracle of all creation taking place before one’s very eyes, 
the miracle of growth and life, before which the human 
mind must stand in awe, aware fleetingly of its own 
limitations. 

I have never subscribed to the popular notion that a 
newborn baby is red and ugly. Some of them are to be 
sure, but most of them are more perfect and worthy of 
wonder than the greatest masterpiece a genius can 
produce. 

The mother lies back very tired, but with a smile of 
ineffable content on her face that transforms her briefly 
into a madonna. This brief moment is one of the rewards 
of nursing. 

I am sure the other patients hed a sigh of relief 
when they heard the newborn’s/cry. To them it meant 
the chance to get some sleep. | 

Once the mother was safely back in bed and the baby 
in a warm crib, the delivery room was cleaned up thoroughly 
and once again became a nursery for the new arrival. 

The doctor never seemed to be in a hurry to go home 
after these nocturnal vigils, waiting around with a hungry 
look in his eye till everything was ship-shape again. Then 
we would sit in the kitchen and consume huge sandwiches 
and drink gallons of coffee, while the doctor would tell me 
of his experiences through the years. Most of the tales 
were about medicine, with a liberal sprinkling of jokes 
such as only medical people can enjoy. 

At each climax we would chuckle until the next story 

an. As one of his patients was heard to remark to 
another: ‘‘ That doctor is nice. But he sure tells the nurse 
some awful stories in the kitchen at night ! ” 

Gradually the talking would lessen until I was nearly 
asleep in my chair, and the doctor would take his leave 
for lack of an audience. I can’t agree with those who say 
that one cup of coffee has the property of keeping one 
tossing all night. I have been known to fall asleep sitting 
up in my chair whilst consuming my tenth. 

As may be seen, the admission of one woman in labour 
can cut a great chunk out of ordinary hospital routine. 
The admission of two or three such women in succession 
spelt exhaustion. Sometimes we were without any 
patients at all for as long as a week or two, but this calm 
was invariably followed by a veritable deluge. If we knew 
in advance of an influx of obstetrical cases, we would try 
to obtain another nurse to help. 

The beginning of my most memorable three days at 
the hospital was the admission of my friend, Zeke. He 
had been guiding a party of tourists up the lake, and had 
somehow got his hand involved with an axe. In flinging 
it down after it had cut him, his injured hand had come 
too close to the camp fire and he had a burn as well as a 

(continued on page, 233) 
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for patients of all ages. 
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PREGNAVITE during pregnancy 
to meet the special nutritional 
demands of pregnancy, adequate 
vitamin-mineral intake is ensured by 
routine treatment with PREGNAVITE, 
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no lack of co-operation when vitamin 
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MATERNITY 


CASE 
GETS A 


BOOKLET 


EVERY 


How natural it is for the 
young harassed mother to 
turn to Nurse for help and 
guidance with her little one. 
And Nurse does not fail 
her. She willingly passes 
on the benefit of her know- 
ledge and experience. 


That is why so many 

Nurses recommend 

Steedman’s Powders and 

why sO many pass on 

copies of Steedman’s little 

red book “Hints to 
Mothers”. 


“TI have found the 
powders very beneficial . . . 
and the booklets invaluable 
to mothers. I am always 


pleased to leave one at each 
maternity case,” writes a 
Nurse, who has evidently 
proved for herself the 
excellence of Steedman’s 
Powders, made to a 
modern approved pre- 
scription which contains 
no calomel. 


Many Nurses appreciate 
the opportunity of distri- 
buting our famous “ Hints 
to Mothers” booklet. Well 
bound for durability, it 
deals with symptoms and 
treatment of every childish 
ailment and tells what to do 
in cases of accident or 
serious illness while await- 
ing the doctor. 


You, too, will find 
mothers delighted to re- 
ceive a copy and we will 
gladly send a supply free 
and post free on request. 


JOHN STEEDMAN & CO., 
270T, WALWORTH ROAD, 
LONDON S.E.17 
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laceration. When he reached us his hand bore a marked 
resemblance to a hunk of bloody beef. Nevertheless Zeke 
had spotted the cheerful side of the situation. “ Anyway, 
nurse, I got me a wonderful swig of rum to help me get 


here.” 
‘“‘ Are you sure you had all the rum after the accident, 
Zeke ?”’ said the doctor. 
Zeke merely gave a non-committal grin as he got into 


Two-and-a-half hours later (consumed by a consider- 
able amount of stitching) the doctor bade a cold sober 
Zeke good-night, while I prepared to clean up the operating 
room before going to bed. Then the door-bell rang. Mrs. 
Lottie Laurette, obviously in labour, was waiting for me. 

“‘ Nosleep to-night, nurse,’”’ was the doctor's 

Mrs. Laurette was duly prepared and put to bed 
we settled down to a session of timing pains. At 1 a.m. 
the doorbell rang again. This was Mrs. Guyett, in labour. 
The little hospital assumed the guise of an assembly line. 
Mrs. Guyett, in turn, was prepared and put to bed and we 
spent the rest of the night and next day watching, waiting 
and working. 

Mrs. Laurette was delivered at 3 p.m. and the new- 
born took his place in the scheme of things. 


We began the second night; and now I was very tired. 
curiously haunted by the thought of yet another ring at 
the door-bell. At 9 p.m. it duly rang and I went to the 
door in a kind of stupefied horror as I prayed under my 
breath, “‘ Please, not another woman in labour! ” I expect 
I looked like a worn-out tramp; no make-up on; indeed I 
had not looked in a mirror for hours, and I expect there 
were circles under my eyes. I had not had time to do my 
hair and I probably smelt like an operating theatre. The 
bell rang again. Wearily I opened it, and there stood Jim, 
the local school-teacher. 

He gasped, and I gasped as he said: “ How about 
coming to the dance to-night ? ” 

“Dance ? What dance?” I asked vaguely. It was 
difficult to adjust myself to a belief in any other world 
outside the hospital. 

Jim looked at me doubtfully. ‘‘ The dance at the 
hall, of course.” 

“No,” I said. ‘‘ No, I can’t. I’m busy. 

I had no energy left to be light and gay. There was 
no room in my mind for anything except the bereft feeling 
that I was no longer a woman. I was sexless or, to put it 
more accurately, I was of that third sex—a nurse. I 
could understand why Jim had gasped. “I can’t even 
talk, Jim,” I said. “I haven't time.” 

“ Buck up.” he said cheerfully, “‘ maybe next week?” 

Suddenly I smiled back, and regained my sex. When 
I had shut the door, the doctor glanced at me quizzically. 
This little male attention was a reminder that another 
world lay outside this twenty-four-hour world of sleepless 
waiting. It was stimulating. 

At nine-fifteen the door-bell rang again. I exchanged 
a glance of despair with the doctor as I left to answer it. 
When, with astonishment, I saw a man’s hat through the 
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window, I wondered how on earth I was going to keep male 
patients separate from female patients. I opened the door. 

‘“How about coming to the dance to-night, Miss 
Hope?” It was David, employed at the store. 

I was now aware of a dance. “ I’m awfully sorry, 
David; but I’m busy to-night.” jn 

“ Then next week maybe ? ” : 

‘““ Next week,” I echoed, and returned to the doctor 
who seemed highly amused. A faint chuckle, too, came 
from the direction of Zeke’s room near the front door. 

At nine-thirty, the door-bell rang once more. I 
opened the door now to find Bruce, from the tourist camp. 

‘I’ve come to take you to the dance Miss Hope,” he 


Again I made my excuses. 

“ That’s too bad. It should be a good dance to-night 
Next week, perhaps ? ”’ 

‘“ Next week,”’ I promised recklessly, too tired to 
think of an excuse on the spur of the moment. 

“Doc!” Zeke’s voice boomed through the hospital. 

ae Ves: 

‘Doc, don’t send me home for a while yet. I want 
to be around next week when they all afrive together to 
take the nurse out. That’s goin’ to be worth waitin’ fer.” 

‘It’s time you were asleep Zeke,” I said severely. 

“ Youse ‘ud think,” replied Zeke, Youse ‘ud think 
that with all these babies bein’ born, the last thing you'd 
wanna be doin’ is goin’ courtin’.” 

Mrs. Guyett was delivered at 6 a.m. Deciding that 
he might now go home, the doctor began walking wearily 
down the pathway to the gate. Here he was met by Mrs. 
Kevell, in labour. The doctor retraced his steps. 

When Mrs. Kevell was safely in bed, I went to the 
kitchen and burst into some highly unprofessional tears; 
which dumbfounded Connie into swiftly making an egg- 
nog—that sustaining and entertaining whipping-up of 
eggs, cream and brandy garnished with a dusting of nut- 


meg. 

“It’s my birthday,” I sobbed. Which childish 
observation served to start us both off into hysterical 
laughter. But Connie’s health-giving potion had its effect 
and I managed to gain a kind of quivering composure. 

Connie was wonderful during this trying time. What 
a rock of strength she was. She kept the patients fed and 
even the stove and furnace submitted to her competent 
command. She even seemed to have imprisoned John in 
the cellar, keeping him pumping at a rate that was little 
short of miraculous. 

Happily, Mrs. Kevell had a short labour and we were 
largely finished with her at noon. 

And happily, in answer to an urgent SOS call, an- 
other nurse arrived to make everything very much better. 
Almost casually I write ‘ another nurse’; but to me she 
seemed much more than a nurse; she was an angel with an 
outsize sparkling halo above her head. Just before I went 
upstairs to sleep, I kept my eyes open long enough to read 
my mail. One of my friends wanted to know whether or 
not I was finding life rather boring now that the freshness 
of a new life was wearing off. 


(to be continued) 
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